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Diversity does not equal disparity: How cultural
competence can overcome
Frederick P. Beavers, MD,a and Bhagwan Satiani, MD, MBA,b Washington, DC; and Columbus, OhioDespite steady improvement in the overall health of the U.S.
population, racial and ethnic minorities, with few excep-
tions, experience higher rates of morbidity and mortality
than non-minorities.1
Less than a decade ago, the Institute of Medicine (IOM)
published a report detailing the disparities that exist in health
care. Many articles since that report have documented the
inability of our health care system to provide access to and
deliver equivalent results to all Americans.2-5 The election of
the first African American President of the United States of
America (USA) has generated a concern that barriers to equal-
ity and equity will no longer be addressed.
DIVERSITY, EDUCATION AND HEALTH CARE
Minimal attention had been paid to the topic of the
quality of health care until the publication of the Flexner
report in 1910.6 One chapter was devoted to the medical
education of African Americans, and one to women.
The chapter dealing with the education of the African
American physician was sparse. The report listed seven medi-
cal schools that trainedAfricanAmericans. Twoof the seven—
Howard University and Meharry Medical College—were
found to be adequate. There was no mention on the number
of students or graduates. However, Flexner’s thought on
training African American physicians was clear: “The practice
of the negro doctorwill be limited to his own race, which in its
turn will be cared for better by good negro physicians than by
poor white ones.”6 The implication was that well-trained
physicians of the same background would deliver better re-
sults. This viewpoint is still held today by some segments of
the health care and educational field and has driven social and
legal policy with attempts at increasing the number of minor-
ity physicians.
With respect to the training of female physicians, the
report listed 91 coeducational medical schools, of which 3
were devoted to female trainees only. The total number of
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doi:10.1016/j.jvs.2009.12.066graduates in 1909 was 162. Flexner’s summation was: “If all
institutions do not receive women, so many do, that no
woman desiring an education inmedicine is under any disabil-
ity finding a school to which she may gain admittance. Her
choice is free and varied.”6 The effect on women’s health by
training female physicians, if any existed, was not pub-
lished.
Opportunities for both African Americans and women
were limited. During the last three decades, however, the
gender difference has been resolved; the gap between male
and female applicants to and graduates from medical
schools in the USA has been closed.7 Unfortunately, it has
not been the case for minorities. Recent Supreme Court
rulings have led to an alteration in admission policies to
schools, lessening the effect of race, and negatively affecting
matriculation rates of under-represented minorities.8-11
This has negatively affected matriculation rates of minori-
ties; therefore, the current legal climate may make it diffi-
cult to close the gap on disparities.
DIVERSITY AND OUTCOMES
Research into health care disparities has begun to look
at the problem in three ways: patient, provider, and the
system. Past studies have highlighted differences between
men, women, whites, and African Americans. However,
with the shift in demographics, diversity has taken on a
broader meaning. Research incorporating Hispanics, Asians,
and Native Americans into the data set is available and
continues to show differences in outcomes.
The second area of recent study involves the health care
provider. Studies show that minority patients tend to be
treated by minority physicians in clustered health care
environs, such as hospitals and nursing homes.12,13 How-
ever, there are little data summarizing outcomes in these
communities. What is known is that a disproportionate
number of African Americans, Hispanics, andNative Amer-
icans are uninsured or underinsured; therefore, it may not
be enough to simply increase diversity within the pool of
physicians. Resources are needed.
Because race is now less of a factor in the admissions
process, increasing the number of minority physicians may
be problematic. It will therefore be important to educate
the existing population of physicians about the current
health disparities and the role they may play in eliminating
them. The assumption that language and cultural barriers
can be easily overcome and objective assessments made
about patients’ conditions is not confirmed by research.
Studies show even amongst physician groups that report no
racial or gender bias, decisions about patients’ conditions
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experiences and thoughts.14-16
The third area of study involves the systems that deliver
health care. Studies show a disproportionate number of
minority patients do not have health insurance. Of those
who do, most are underinsured or are covered by Medicare
or Medicaid. Medicaid tends to restrict access to facilities,
physicians, and treatments and, therefore, may contribute
to disparities.1 The patients who participate in those plans
also tend to have more comorbidities. Addressing this
contributing factor will almost certainly require a major
overhaul of health care delivery.
CULTURAL COMPETENCE
“Culture” refers to integrated patterns of human behavior
that include the language, thoughts, actions, customs, be-
liefs, and institutions of racial, ethnic, social, or religious
groups. “Competence” implies having the capacity to func-
tion effectively as an individual or an organization with the
context of the cultural beliefs, practices, and needs presented
by patients and their communities”17
Because of the negative financial and social effect health
care disparities have on society in the USA, a push has been
made to address cultural challenges in medical education.
The American Association of Medical Colleges suggests
that a cultural competency curriculum be an integral part of
the education, not an add-on that is voluntary. This is an
intuitive endeavor not supported by much clinical research.
The hope is that the curriculum will provide a foundation
for future physicians to deal with the diverse population of
patients they will encounter.
The Society for Vascular Surgery (SVS) is the largest
group representing vascular specialists and thus is well
suited to accomplish several goals necessary to strive for
cultural competence. A diversity initiative by the SVS must
concentrate on three separate aspects that are all critically
important to the success of such an effort:
First, the SVS should lead the effort to address dispar-
ities in the care for patients with vascular diseases.
Second, the SVS should encourage under-represented
groups to choose vascular surgery as a career. During the
Vascular Annual Meeting in 2008, a representative from
the American Academy of Orthopedics presented the ef-
forts of that society in attracting a more diverse member-
ship. One of the avenues pursued was to develop and teach
a cultural competency curriculum. The byproduct of
“teaching” the course is introducing the option of ortho-
pedic surgery to a group of medical students who would
not ordinarily consider it as a career option, thus potentially
diversifying its membership. A similar endeavor pursued by
the SVS may be successful as well. The contribution by
Kane and her colleagues18 studies the vascular surgery
trainee pool and compares the racial, ethnic, and gender
composition to the population in the USA.18 They point to
some isolated examples of successful recruitment of these
under-represented groups by some specialties.Third, the diversity initiative must look inward and
focus on the membership and leadership within. A laudable
goal is for the SVS to be a diversity-competent professional
organization, which will enable it to unleash the consider-
able talent that surely resides within its membership.
CONCLUSION
This supplement will explore several of the aforemen-
tioned topics. Articles summarizing data of known out-
comes with respect to vascular disease amongst African
Americans, Hispanics, and female cohorts are included, a
review of diversity within a regional society is presented,
and finally, the rationale behind promoting a diverse work-
force, the route that maybe chosen to achieve that goal, and
positive outcome that can occur is summarized.
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